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Abstract 
For decades the surgical treatment of choice for breast cancer in Romanian hospitals has been radical mastectomy. Nowadays the 
preferred method of treatment for many women with early breast cancer is conservative surgery. Fifty seven breast cancer 
patients were surveyed to assess the differences in quality of life and explore the importance of religious coping in their recovery. 
Findings show an important prevalence of religious coping among patients with breast cancer and a lower quality of life for 
patients who underwent conservative surgery. Further attention needs to be paid to the impact of different types of surgical 
treatments on patients’ quality of life.  
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1. Introduction 
According to the World Health Organization, breast cancer is the second most frequent type of cancer in the 
world and the most common cancer in women in both developed and developing countries (WHO). Breast cancer 
incidence, survival rates, preventive and treatment strategies vary from one country to another (Parkin et al., 1997). 
Breast cancer is an important public health problem in Romania, being the most common malignancy in the past 
years with thousands of new cases diagnosed every year (Enache, 2012).  
Conservative breast surgery was proved to be a safe option for women with early stage breast cancer. Clinical 
trials worldwide compared the outcomes of conservative breast surgery versus radical mastectomy and found no 
difference in survival time in women with stage I or II breast cancer (Luini et al., 2007; Veronesi et al, 2002). 
Furthermore, conservative surgery is reported to be associated to a better quality of life mostly because of a better 
body image and intimate life (Montazeri, 2008). These results encouraged a wide spread of this type of intervention. 
However, for decades in Romania radical mastectomy was the intervention preferred by both patients and surgeons. 
As the international trend becomes common practice in Romanian hospitals, misconceptions about conservative 
breast surgery might still influence patients’ psychological recovery and quality of life. 
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Recent advances in diagnosis, intervention and treatment led to better prognosis for the oncology patients and to 
a stronger focus on patients’ quality of life (Monteiro-Grillo, 2005; Kuroi et al.,2007; Shimozuma et al., 2007). 
Treatment outcomes used to be assessed in terms of tumour responses, recurrence free survival and life expectancy 
(Fehlauer et al.,2005; Levine et al, 2005). On the other hand, cancer diagnosis is often accompanied by significant 
distress. Depression is one of cancer’s most common comorbidities (Mathers & Loncar, 2006). Therefore, quality of 
life, subjective well being are factors to be considered when choosing the best treatment. 
Studies show quality of life is a multidimensional construct. There are different factors found to predict quality 
of life in patients recovering from cancer: satisfaction with the medical care, social relationships, hobbies, view of 
the future (Carter et al, 2004; Cohen & Leis, 2002; Vig & Pearlman, 2003). Faced with the burden of a cancer 
diagnosis, the physical and psychological impact of the treatment and future’s insecurity, patients find different 
strategies to cope. The strategies they use become important predictors for their quality of lie (Lazarus & Folkman, 
1984; Gathchel & Oordt, 2003). When faced with a life threatening situation, patients’ priorities change and many of 
them turn to religion. Religious coping is particularly common in Romania where 94% of the people state they 
believe in God and 87% believe in the existence of sin and Heaven (Palada et al, 2011). Lin & Bauer-Wu (2003) 
realised an integrative review of the literature on the topic of psycho-spiritual well-being in patients with advanced 
cancer. Authors report six domains where religion has an impact on well-being: slef-awarness, coping and adjusting 
effectively with stress, relationships and interactions with others, sense of faith, sense of empowerment, confidence 
and living with meaning and hope. Religion seems to be an important coping strategy for those with life threatening 
illnesses (McClain et al., 2003; Siegel & Schrimshaw, 2002). The use of religious coping is associated with a higher 
level of mental and physical well being (Koenig et al, 1995; Tix et al, 1998). Fewer studies analysed distinctively 
the impact of positive and negative religious coping. Positive religious coping is based on a secure relationship with 
a benevolent God in contrast with negative religious coping reflecting a distant punishing God (Pargament, 1997). It 
appears that only positive religious coping is constructive and useful to the individual, being associated with better 
mental and emotional health and personal growth through adversity (Pargament et al, 1994; Pargament et al, 1997). 
On the other hand, negative religious coping, feeling punished, sinful and abandoned, is associated with 
psychological distress and increased physical vulnerability (Exline et al, 1999; Thompson & Vardaman, 1997; 
Pargament et al, 2001).   
The purpose of this present study was to assess the impact breast cancer has on quality of life and use of negative 
and positive religious coping. Secondly, we wanted to explore the differences in quality of life between patients who 
underwent radical versus conservative surgery. Thirdly, we analyzed the relationship between quality of life and 
religious coping. 
2. Method 
57 women treated for breast cancer took part in this study. 36 underwent radical mastectomy and 21 conservative 
surgery. Patients’ age ranges between 32 and 82 with an average of 56.21. Patients were asked to take part in this 
study during their periodic examination at their doctor’s office. There were no significant differences between 
groups regarding age or time passed since surgery. In order to observe the differences in quality of life and religious 
coping among breast cancer patients, we also used a control group, with similar characteristics formed of 31 
“healthy” patients who came to the doctor’s office for routine medical examinations. All participants answered a set 
of questionnaires. The Quality of Life Index (QLI) – Cancer III Version (Ferrans & Powers, 1984) was developed to 
measure quality of life in terms of satisfaction with life. The index measures both satisfaction and importance 
regarding different aspects of life and final scores report satisfaction with the aspects of life valued by the person. It 
contains 4 sub-scales which offer independent scores measuring satisfaction on different domains: health and 
functioning (α = .80), psychological/spiritual (α = .84), social and economic (α = .73) and family (α = .75). The 
items can be added to generate a total quality of life score (α = .90). The Brief Measure of Religious Coping 
(Pargament et al., 1998) was used to assess the religious coping strategies used by the participants. The measure has 
two scales assessing positive (α = .90) and negative (α = .86) religious coping. Scores on the seven items for each 
scale were summed, with higher scores representing greater presence of the construct. Other requested data such as 
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age, marital status, diagnosis, type of surgery and diagnosis year were all asked in a customized questionnaire 
prepared for this study. Questionnaires were self-administered. 
3. Results 
Independent Samples T Tests were conducted to compare the quality of life for patients with cancer and those 
from the control group, who came to the doctor’s office for routine controls. Patients from the control group (M = 
23.25, SD = 3.13) showed higher general life satisfaction compared to patients with cancer (M = 20.26, SD = 3.98; 
t(85) = -3.56, p = .001).  Patients with cancer showed lower quality of life in most life areas compared to the control 
group: psychological and spiritual (t(85) = -3.78, p < .001), familial (t(85) = -3.07, p = .003), health and functioning  
(t(85) = -4.66, p < .001). However, there were no significant differences on satisfaction in social and economic 
subscale between the two groups (t(85) = -.261, p = .795). 
 
Table 1. Means and standard deviations of Quality of life subscales for breast cancer group and control group 
 
 
Health/functioning Social/economic Psychological Family 
M SD M SD M SD M SD 
Oncology group 19.37 4.05 21.11 4.73 19.76 5.21 21.97 5.86 
Control group 23.47 3.54 21.38 4.00 23.46 3.77 25.25 3.99 
 
Patients who had cancer have significantly higher scores in both negative (t(85) = 2.77, p=.007) and positive 
(t(58) = 1.98, p=.050) religious coping compared to the control group. However, negative religious coping was used 
a lot less by both groups 
 
Table 2. Means and standard deviations of Religious coping subscales for breast cancer group and control group 
 
 
 
Positive religious coping Negative religious coping 
M SD M SD 
Oncology group 24.59 4.19 14.96 5.71 
Control group 22.63 4.73 11.96 4.22 
 
Independent Samples T Tests were conducted to compare the quality of life for patients who underwent 
conservative surgery and those with radical surgery. Patients with radical surgery (M = 21.50, SD = 3.97) show 
higher general life satisfaction compared to patients with conservative surgery (M = 17.94, SD = 2.82; t(54) = 3.58, 
p = .001).  Patients who underwent radical surgery had significantly higher scores in satisfaction for most subscales 
of the dependent variable: social and economic (t(54) = 3.97, p < .001), familial (t(54) = 3.16, p = .003), health and 
functioning (t(54) = 3.17, p = .002). However, there were no significant differences on satisfaction in 
psychological/spiritual subscale between the two groups (t(54) = 1.56, p = .123). 
There are no differences in the use of religious coping between patients who underwent conservative surgery and 
those with radical surgery.  
 
Table 3. Means and standard deviations of Quality of life subscales for conservative surgery and radical surgery patients 
 
 
Health/functioning Social/economic Psychological Family 
M SD M SD M SD M SD 
Radical  20.54 3.91 22.75 4.48 20.40 5.72 23.62 5.42 
Conservative  17.25 3.48 18.15 3.67 18.38 3.92 18.89 5.40 
 
Pearson correlation coefficients were computed to assess the relationship between negative and positive religious 
coping and life satisfaction. None of the life satisfaction subscales correlated significantly with religious coping for 
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patients who had cancer. However, the analysis indicates a significant positive correlation between positive religious 
coping and psychological satisfaction in the control group (r (28) = .406; p=.018). 
4. Discussions 
The present paper had three main objectives. Firstly, we wanted to assess the impact breast cancer has on quality 
of life and use of negative and positive religious coping. Therefore we compared the oncology patients’ scores to 
those of the control group, consisted of people who came to the doctor’s office for routine controls. We found 
significant differences in all of the subscales of the dependent variables except the social and economic scale. These 
findings are consistent with previous research. Breast cancer is strongly associated with psychological distress, 
anxiety and depression being among the most prevalent mental comorbidities (Burges et al, 2005; Brown & 
Kroenke, 2009). It is known that the months immediately after the diagnosis and surgical intervention are associated 
with the physical consequences of the treatment and determine an important decrease in quality of life (Frost et al, 
2000; Schnipper, 2001). Furthermore, some studies show that even 18 months after treatment ended breast cancer 
patients continue to report low emotional well being and decreased global quality of life (Montazeri et al, 2008). 
Fear of cancer recurrence, log term physical effects of treatment, loss of family support might be some of the 
reasons for the prolonged decline in quality of life (Stanton et al, 2005; Cappiello, 2007). Cancer patients reported 
being as satisfied with their social interactions as the control group. These results might be explained by the increase 
in social support the illness brings to the person.  
Breast cancer patients reported higher use of religious coping. Religion is an important coping strategy for those 
with life threatening illnesses (McClain et al, 2003; Siegel & Schrimshaw, 2002). More so in a spiritual country as 
Romania where people are still strongly attached to religion. 
Secondly, we wanted to explore the differences in quality of life between patients who underwent radical versus 
conservative surgery. Patients who underwent radical surgery had higher scores in most of the quality of life 
subscales compared to patients with conservative surgery. Although conservative surgery is less invasive, results 
comparing quality of life and psychological well being for the two groups are controversial. Several studies show 
similar levels of depression in patients who underwent radical or conservative surgery (Rijken et al, 1995). Several 
factors interact to determine patients’ quality of life besides the type of intervention. Fear of recurrence is one of 
them (Nano et al, 2005; Parker et al, 2007) and it might explain the results in our study. In spite international 
acceptance of the breast conserving surgery as the best option for early stages of breast cancer, misconceptions 
about the intervention might still exist among Romanian patients determining a higher fear of recurrence and a 
lower quality of life compared to patients with radical surgery.  
Thirdly, we analyzed the relationship between quality of life and religious coping. We found no relation between 
quality of life and positive or negative religious coping in breast cancer patients. These results contradict previous 
research that suggested religious coping is an important predictor of quality of life (Koenig et al, 1995; Tix et al, 
1998; Exline et al, 1999; Thompson & Vardaman, 1997; Pargament et al, 2001). It seems that other factors are more 
important in explaining variances in quality of life. 
The study findings showed that breast cancer patients report an important decline in quality of life that persists 
through time. In spite the less intrusive character of the conservative surgery, patients feel less satisfied with their 
health and their lives in general. This might be because of misconceptions about the conservative surgery. Targeted 
interventional programs and counselling should be considered. Religious coping is significantly used by breast 
cancer patients but it does not relate to quality of life.  
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